We determined the value of diagnostic and therapeutic approaches of false penile fractures and the outcome of treatment. We retrospectively reviewed 16 cases of presumed penile fracture with a negative surgical exploration. Clinical presentation, technique of treatment and outcome were noted. The mean age was 39 years (17-64). Nine patients were injured during sexual intercourse. All the patients presented with the presumptive diagnosis of penile fracture. False penile fracture was evoked in one patient presenting a new erection. Surgical penile exploration was carried out for all the patients without any radiological explorations. It revealed nonspecific dartos bleeding in 10 cases and avulsed superficial dorsal vein in six cases requiring venous ends ligation. All the patients regained penile appearance and potency. We can hardly distinguish false penile fracture from 'true' penile fracture with certainty either clinically or radiologically, thus, surgical exploration is mostly necessary. The prognosis is excellent.
Introduction
Penile fracture is defined as blunt trauma resulting in the rupture of the tunica albuginea of the corpus cavernosum during erection. Rare entities can mimic the classic presentation of penile fractures with intact corporeal bodies such as rupture of the penile superficial dorsal vein, 1 deep dorsal vein 2, 3 and dorsal artery. 4 Because of the paucity of reports, the optimal diagnostic approach and management of this entity are undefined. This study is about 16 patients with false penile fracture, including 6 cases of superficial dorsal vein rupture and 10 cases of nonspecific dartos bleeding.
Patients and methods
The institutional review board of the university approved this study. The Declaration of Helsinki protocols were followed. Written informed consent was obtained from each subject. From 1975 to 2005 and among 316 consecutive patients operated in our department with the clinical diagnosis of penile fracture, we report 16 cases with a negative penile exploration (5%). Medical records were retrospectively reviewed for patient statements about the age, etiology, interval from injury to presentation, clinical presentation, management, surgical findings and postoperative course.
Surgical treatment consisted of a penile exploration via circumferential incision degloving penile skin to the penoscrotal junction, hematoma evacuation and hemorrhage control.
Results
Patients age was in the range of 17-64 years (mean 39 years). The blunt penile trauma occurred during erection in all patients. History revealed that sexual intercourse was the etiology in nine patients. With the remaining seven, the cause was manipulation (n ¼ 2), being kicked in a fight (n ¼ 2), rolling over in bed (n ¼ 2) and masturbation (n ¼ 1). Delay between injury and management ranged from 5 to 48 h (mean 23 h). Acute penile pain was present in 14 cases. Cracking sound was reported by five patients. False penile fracture was evoked in one patient presenting a new erection, 5 h after injury.
Physical examination revealed a grossly ecchymotic penis, with normal glans and no palpable tunical defect. Ecchymosis involved the scrotum in one patient and the pubic area in another patient. Penile shaft deviation was found in seven cases.
All patients were treated by immediate surgery without any preoperative imaging investigations. Exploration of the corpus cavernosum failed to reveal any albuginea's tears. Artificial erection confirmed intact corpora. In six cases, careful dissection identified an avulsed superficial dorsal vein, which was the source of the bleeding. Both severed venous ends were ligated. In the remaining 10, there was nonspecific dartos bleeding.
No significant intraoperative or immediate postoperative complications were noted. Patients were discharged home 1 or 2 days postoperatively (mean 1.5 days). Outpatient management consisted of benzodiazepine and nonsteroidal anti-inflammatory drugs (Ketoprofen). Patients were instructed to abstain from penile sexual activity for 1 month. At a 2-week follow up, one patient developed localized glans ecchymosis as dorsal vein ligation side effect, which resorbed spontaneously. After a mean followup of 18 months (6-24), all patients regained penile appearance and potency without any penile curvature, Peyronie's disease or painful erections.
Discussion
Penile fracture is defined as a rupture of the tunica albuginea of the corpus cavernosum.
The most common etiology is sexual intercourse. The largest series is reported from the Urology Department of Charles Nicolle Hospital of Tunis. 5 The diagnosis is based on history and physical examination. Patients report cracking sound accompanied by immediate pain, rapid post-injury detumescence, swelling, ecchymosis and deviation of the penis toward the side opposite to the injury. Nevertheless, this description is not pathognomonic for rupture of the corporeal bodies. This study concerns entities mimicking penile fracture.
False penile fracture is an extremely rare entity. In the present study, it represents 5% of the patients operated with the clinical diagnosis of penile fracture. As given in the recently published literature, this rate ranges from 4 to 10%. 6, 7 There have been six cases of superficial dorsal vein rupture, representing 2% of the 316 patients admitted with the diagnosis of penile fracture.
Different mechanisms of trauma were described. The most frequent is the vaginal intercourse, which represents more than half of the aetiologies. It may also occur during masturbation, manipulation, after rolling over onto the erect penis or after being kicked in a fight.
Clinically, false penile fracture is closely indistinguishable from 'true' penile fracture. In the present series, penile shaft ecchymosis and edema were constant symptoms. Cracking sound and penile deviation bending away from the site of the injury suggest albugineal rupture, but their absence is not pathognomonic for intact corporeal bodies. There are subtle clinical differences suggesting false penile fracture without being specific: gradual post-injury detumescence 4 and post-injury new erection. In the case of deep dorsal vein rupture or cavernosal rupture, as long as Buck's fascia remains intact, the hematoma is confined to the space beneath Buck's fascia and thus remains within the penile shaft. 2 If ecchymosis involves scrotum, perineum or pubic area, we can affirm the diagnosis of true penile fracture with tearing of Buck's fascia or the diagnosis of false penile fracture with superficial dorsal vein rupture. 8 When the presentation is late, the symptoms are mild or the diagnosis is uncertain, imaging investigations may be useful to distinguish false penile fracture from 'true' fracture. 9 Cavernosography can diagnose cavernosal rupture in spite of the risk of contrast reaction and cavernous fibrosis, 10 but it cannot confirm the diagnosis of false penile fracture because of the false negative risk. 7 Magnetic resonance imaging has shown some promise in depicting corpora cavernosal rupture and subdartos hematoma in small series, and thus it may even be accurate in false fracture. 11 But it is not yet widely available worldwide, and difficulties in performing MRI should not delay the treatment. 12 When one is sure that the cavernosal bodies are intact, nonoperative treatment can be proposed. 7 However, it may expose patients to many complications like abscess, infected hematoma, erection deformity and plaques. 13, 14 Surgical repair is advocated, with a sub-coronal degloving incision, a parapenile vertical incision or an incision right over the site of injury. Circumferential degloving incision is suggested to allow careful and complete evaluation of corpora and urethra. 9 Artificial erection must be performed if no injuries were found. Different injuries can be identified: superficial dorsal vein rupture, 1 deep dorsal vein rupture, 3, 7 dorsal penile artery avulsion 4 and nonspecific dartos bleeding. Treatment consists of surgical exploration and hemostasis of the bleeding source with ligation of both vascular ends.
We report six cases of superficial dorsal vein rupture mimicking penile fracture. This is the largest series published today. There have been isolated reports in the literature of dorsal vein ruptures. Waller et al.
1 described a case of a superficial dorsal vein rupture following a brisk rotation of the woman at coitus. Ganem and Kennelly 15 described a false penile fracture in a man with penile Mondor's disease, a rare inflammatory condition of the superficial dorsal veins. Nehru-Babu et al. 3 described a case of a 41-year-old man with deep dorsal vein rupture associated with vaginal intercourse. The presentation was indistinguishable In this study, since we can hardly distinguish false penile fracture from 'true' penile fracture with certainty either clinically or radiologically, all the patients had immediate surgical treatment without any radiological explorations. It is our standard therapy to give benzodiazepines after penile surgery to decrease postoperative erections, but we are aware of no studies that validate its use.
From six superficial dorsal venous ligations, we report only one case of localized glans ecchymosis as side effect that resorbed spontaneously. Dorsal penile artery ligation did not have any consequence. 4 The prognosis of this surgery is excellent. No late significant complications, like penile pain during intercourse, penile curvature or impotence, were reported.
Conclusion
False penile fracture is an extremely rare entity. Sexual intercourse is the most frequent mechanism. Nonspecific dartos bleeding and penile dorsal vein rupture are the most frequent bleeding etiologies. We can hardly distinguish false penile fracture from 'true' penile fracture with certainty either clinically or radiologically; thus, surgical exploration is mostly necessary.
